Título: Validación de la Escala de Vínculos Interpersonales de Apoyo VIDA. Resumen: El Apoyo Social es uno de los factores determinantes del nivel de salud mejor documentados. Las diferencias culturales y en el uso de la lengua entre España y otros países de habla española aconsejan prudencia en el empleo de los mismos instrumentos de medida. Además, los instrumentos validados en España se han basado en muestras muy específicas y pequeñas. El objetivo de este estudio ha sido el desarrollo de un cuestionario de Apoyo Social para propósitos generales que supere esas limitaciones. Método: se llevaron a cabo análisis factoriales exploratorio y confirmatorio, así como un estudio de la consistencia interna, la fiabilidad, validez convergente, validez de contenido y legibilidad en una muestra de 1080 participantes (48.2% mujeres, edad media 33.51). Resultados: hallamos, replicamos y confirmamos (con muy buen ajuste) una estructura de tres factores (Apoyo de Amigos, Familia y Personas Relevantes) que explican una varianza cercana al 73%, con una excelente consistencia interna (.94 o más) y fiabilidad, y con indicios significativos de validez convergente con otras medidas de Apoyo Social y de salud relacionadas. Conclusiones: los paráme-tros de validez estructural, consistencia interna, fiabilidad y validez convergente tomados en su conjunto, presentan un perfil optimizado en comparación con el resto de los cuestionarios revisados. Palabras clave: apoyo social; análisis factorial exploratorio; análisis factorial confirmatorio; consistencia interna; fiabilidad; validez convergente; validación cruzada.
Introduction
The conceptualization of the construct Social Support (SS) is not unanimous and not exempt from contradictions, surely as much for its diversity of apparently disparate elements (which include giving advice, expressing affection, having a partner, lending an object, etc.) as for encompassing structural and functional, real and perceived, as well as global and specific aspects (Barrón & Sánchez, 2001; Martínez-Pérez & Osca, 2002; Terol et al., 2004) . Despite the difficulties, multiple definitions of SS have been proposed. By way of an integrated summary, one could say that it consists of a person obtaining (or perceiving the availability of) cognitive, affective or material resources from interactions with other persons or support systems (friends, family, spouse, etc.) . This allows one to reduce the threat perception of a potentially dangerous situation (loss, illness, etc.) , increase the ability to cope with a situation, or, in the case of a stressful event that has already occurred, reduce recovery time and the negative consequences on health. (Gottlieb, 1983; House, 1981; Lin, Dean, & Ensel, 1986; Pérez & Sanjuán, 2003; Thoits, 1982; Vaux, 1988) . Along these same integrating lines, there is a general consensus in respect to the differentiation of two distinct perspectives, structural (sources of support) and func-tional (types of support), as well as the distinction between perceived and provided support (Barrón & Chacon, 1992; Cameron, 1990; Wilcox & Vernberg, 1985) . From the structural perspective, different sources have been proposed such as spouse, family, friends, neighbours, co-workers, support groups and health care professionals or social service workers. In respect to functional, four types of support have been consistently established: instrumental (behaviours aimed at problem solving), emotional (displays of empathy, love and confidence), informational (useful information to confront the problem), and evaluative (information relevant for selfevaluation or social comparison) (Barrera, 2000; Gottlieb, 1983; House, 1981; Villalba, 2002) .
SS is one of the most well documented psychosocial factors influencing physical and mental health outcomes (Barra, 2004; Reblin & Uchino, 2008; Uchino, 2004) . Focusing briefly on the most recent literature, studies indicate that high levels of SS are associated with better quality of life related to health, functioning, lower mortality rates and may buffer the effects of daily perceived stress on physical symptoms (Chou, Stewart, Wild, & Bloom, 2012; Costa, Sá, & Calheiros, 2012; Grav, Hellzèn, Romild, & Stordal, 2012; Lee & Rotheram-Borus, 2001; Müller, Peter, Cieza, & Geyh, 2012; Stein & Smith, 2015; Strom & Egede, 2012) . By contrast, individuals with low SS levels had greater disease activity, downregulation of the immune function, higher mortality rates and had six to seven times increased odds ratios for low psychological well-being and many psychosomatic symptoms (Åslund, Larm, Starrin, & Nilsson, 2014; Carroll, Diez Roux, anales de psicología, 2017, vol. 33, nº 1 (january) Fitzpatrick, & Seeman, 2013; Copertaro et al., 2014; HoltLunstad, Smith, & Layton, 2010; Mazzoni & Cicognani, 2011; Rutledge et al., 2004) .
A number of different theoretical models have been proposed to explain the link between SS and health. These models can be divided mostly into two basic modes of action: the main effect model and the moderator effect model (buffering hypothesis). In the main effect model, SS has a direct positive influence on health and well-being. The buffering hypothesis states that SS reduces stress, which means it decreases the detrimental effects of stress on health outcomes. A variation of the above, the matching hypothesis, proposes that stress buffering occurs only when there is a match between the needs elicited by the stressful event and the functions of SS that are perceived to be available. There is supporting evidence to a certain degree for both models, but it is also necessary to further clarify these mechanisms (Cohen, 1992 (Cohen, , 2004 Uchino, Bowen, Carlisle, & Birmingham, 2012) .
In Spain, there are a variety of instruments currently used to assess SS, but there is no gold standard. First, culture influences the measurement (Lopez & Cooper, 2011) . Thus, instruments validated in Latin countries should not be used without adaptation in Spain (Acuña & Brunner, 1999; Arechabala & Miranda, 2002; Bernal, Maldonado-Molina, & Scharrón del Río, 2003; Domínguez, Salas, Contreras, & Procidiano, 2011; Domínguez et al., 2013; Londoño et al., 2012; Ortíz & Baeza, 2011; Palomar, Matus, & Victorio, 2013; Rodríguez & Enrique, 2007) . Second, the instruments validated in Spain have been developed with very specific samples, such as patients (Bellón, Delgado, Luna del Castillo, & Lardelli, 1996a) , college students (Landeta & Calvete, 2002; Trujillo, Martos, & González-Cabrera, 2012) , the elderly (Ayala et al., 2012; Calvo & Díaz, 2004) , cancer patients (Costa, Salamero, & Gil, 2007) athletes (Pedrosa, García-Cueto, Suárez-Alvaréz, & Pérez, 2012) or persons living with HIV (Piña, Corrales, & Rivera, 2007) , but not with representative samples of a general population. Most of these studies have been comprised of very small samples. For example, 67 participants were studied in Piña et al. (2007) ; 139 in De la Revilla et al. (1991) , 200 in Calvo and Alemán (2006) , and 207 in Calvo and Díaz (2004) . Finally, original factor structures are hardly ever replicated. The adaptation of the Multidimensional Scale of Perceived Social Support brings about two different solutions with two (Arechabala & Miranda, 2002) and three factors (Landeta & Calvete, 2002) . Also, the adaptation of the Functional Social Support Questionnaire (Duke-UNC-11) has generated two different factor solutions, with one factor (Piña et al., 2007) and two factors; however, the content and the number of items of these two factors do not match (Ayala et al., 2012; Bellón et al., 1996b) . Something similar occurred with the Medical Outcome Study Social Support Survey (MOS) adaptations: on the one hand, it did not replicate the original four factors; on the other, the three factor solution found was not completely equivalent among the different studies (Costa et al., 2007; Londoño et al., 2012; Rodríguez & Enrique, 2007) . So, in this scenario, the general aim of this instrumental study was to develop a new general purpose Social Support Questionnaire, called V.I.D.A. (Vínculos Interpersonales De Apoyo). Specifically, it was necessary to determine construct validity, internal consistency, reliability and normative data. This new instrument is intended to have a number of qualities, which would make it a useful addition to the SS questionnaires already in existence.
Method Participants
Participants were Spaniards volunteers. They received no compensation for their collaboration. Twenty protocols were rejected for being incorrectly filled. The overall sample in this study consisted of 1080 people: 51.8% men and 48.2% women. The mean age was M = 33.51 years (SD = 12.02). Ages ranged between 18 and 65 years. Fifty-six point three percent were at university level, completed or not completed, 31.4% with ESO/BUP or equivalent, 12.2% at primary studies level or below. Twenty-nine percent were medium to advanced level technicians, 28.5% students, 25% qualified or non-qualified workers, and 17.6% were divided into other smaller categories.
Measures
For convergent validity, the Spanish versions of the Multidimensional Scale of Perceived Social Support was employed (MSPSS; Landeta & Calvete, 2002) , as well as the Self-administered Scale for the Assessment of Social Support from the California Mental Health Department (SASS; Conde & Franch, 1984) , the Subjective Happiness Scale (SHS; Extremera, Fernańdez-Berrocal, González-Herrero, & Cabello, 2009; Extremera, Salguero, & Fernández-Berrocal, 2011) , the Short Form Health Survey (SF-36; González de Rivera, De las Cuevas, Rodríguez, & Rodríguez, 1988) and the Symptom Checklist-90-Revised (SCL-90-R ; Alonso, Prieto, & Antó, 1995) . They were chosen for their shortness and adequate psychometric characteristics.
The MSPSS assesses the perceived SS, across the 3 factors relating to the source of support (Family, Friends or Significant Others). The overall psychometric properties of the MSPSS are strong. Measurement equivalence has been demonstrated between the English and Spanish versions. Internal reliability coefficients for the Spanish version ranged from .89 to .92. Concurrent validity of the Spanish version has been established in relationship to the Social Support Seeking Questionnaire (Landeta & Calvete, 2002) .
The SASS consists of 6 items with four response alternatives. This scale quantifies the existing support by the number of people available and frequency of contacts. In a validation study of the scale, an alpha coefficient of .99 (Conde & Franch, 1984) was obtained.
The SHS is a reliable, unidimensional scale that measures global subjective happiness. Higher scores reflect higher levels of subjective happiness. The Spanish version has shown high internal consistency (.81), high test-retest (.72) and high convergent and discriminant validity (r = .64 with Satisfaction with Life Scale and r = -.51 with Beck Depression Inventory) (Extremera et al., 2009) .
The SF-36 is a measure of health status. It yields an 8-scale profile of functional health and well-being scores as well as physical and mental health summary measurements. The Spanish version has shown Cronbach's Alpha higher than .70 for all dimensions (range from .71 to .94) except for Social Functioning scale (alpha = .45). Intraclass correlation coefficients ranged from .58 to .99 (Alonso et al., 1995) .
The SCL-90-R is designed to evaluate a broad range of psychological problems and symptoms of psychopathology. It assesses nine primary symptom dimensions and provides three scores among global distress indices. The value of Cronbach's is a range from .81 to .90, and the instrument shows adequate concurrent and predictive validity (González de Rivera et al., 1988) .
Sociodemographic data (date of birth, current age, gender, place of residence, education level and occupation) were collected using an ad hoc questionnaire.
In order to carry out a large sampling of indicators of the construct, the study was started with a large pool of items from different SS assessment tools. The selections met the following criteria: (a) They make reference to quantitative as well as qualitative aspects of the network; (b) they address the reference level as medium (support received in the immediate social environment) as well as micro (support from a more intimate and natural bonding); (c) they include real as well as available SS of any type (emotional, instrumental, informational or evaluative) or source (family, friends and others).
Using these premises, a pool of 244 items was collected, 190 extracted from a wide variety of questionnaires of SS (Bellón et al., 1996a (Bellón et al., , 1996b Calvo & Alemán, 2006; Calvo & Díaz, 2004; Conde & Franch, 1984; Díaz, 1987; Landeta & Calvete, 2002; Lubben, 1988; Martínez-Pérez & Osca, 2002; Rodríguez & Enrique, 2007; Sarason, Levine, Basham, & Sarason, 1983) , in addition to 54 created by us. The items were grouped by source (family, friends and significant others) and type (emotional, instrumental, informational and evaluative).
Six independent experts selected the previous items of VIDA (three psychologists, one psychiatrist and two philologists). They eliminated items with identical or similar content, corrected the style and grammar, and chose the items to retain for its apparent validity of content. The items that achieved the minimum agreement of four judges were kept. Thus, the pool of items was reduced to 154, with four response options (strongly agree, agree, disagree, and strongly disagree). The intermediate category indifferent was ignored, having found it irrelevant (Hernández, Espejo, González, & Gómez, 2001 ).
Because of the extent of the evaluation protocol, a previous analysis to reduce the number of items in the middle of the process of data collection was conducted, with a sample of 469 participants. Items with factor loadings < .60 were eliminated (principal axis factors and Equamax rotation). Thus, 88 items were kept for the validation process.
Procedure
Participants were recruited through a snowball method. In the procedure for capturing the samples, a non-probability stratified sampling was used. Exclusion criteria were: Actual mental illness; or psychopharmacologic treatment. An initial distribution by gender of 50% in each age group was determined.
Volunteer students from the Faculty of Health Sciences were trained to apply the questionnaires. After obtaining informed consent, questionnaires were administered in individual sessions with no time limit. Participants were not informed about the former objectives of the study. In order to guarantee confidentiality, assessments were coded with numbers. The identifiers were destroyed after database was completed. Six hundred and twenty-one participants agreed to answer the VIDA questionnaire again (initial version, 88 items) after 30-45 days in order to proceed to the test-retest reliability.
To achieve cross validation, participants were randomly assigned to either the Random Sample 1 (RS1) or the Random Sample 2 (RS2) (see Table 1 for description). The random samples did not differ statistically with regard to age (t(1078) = -1.479, p = .140), and representation of gender (χ2(1) = .337, p = .583). Dividing participants by gender for structural validity was considered, Men (MS) and Women (WS) samples. They did not differ statistically with regard to age (t(1075) = −.732, p = .464). Note: RS1 = random sample 1; RD2 = random sample 2; MS = men sample; WM = women sample.
To perform statistical analysis, SPSS 22, FACTOR 9.2 was utilized (Lorenzo-Seva & Ferrando, 2006) and AMOS 21.
Results

Exploratory Factor Analysis (EFA)
Because of the type of scale, the recommendation is to work with a matrix of polychoric correlations, but these did not converge in any of the samples, so the Pearson correlation coefficient was used, by which they converged (Lo-anales de psicología, 2017, vol. 33, nº 1 (january) renzo- Seva & Ferrando, 2006; Swygert, McLeod, & Thissen, 2001) . However, in the study carried out by Freiberg, Stover, De la Iglesia and Fernández (2013) , when comparing results obtained in real data by tetrachoric and polychoric correlation matrices against the Pearson coefficient, although there was a slight improvement in the estimates of the first, the superiority of one methodology over the other could not be proved completely.
The multivariate normality test of skewness on all samples confirmed that the data did not differ significantly from the normal distribution. On the other hand, Kurtosis did not distribute normally. However, almost all of the Kurtosis indices, item by item, were within a recommended margin of ±1.5 (George & Mallery, 2003) , except for 12 items (R59, R60, R61, R62, R75, R83, R96, R97, R98, R99, R100 y R106). The highest Kurtosis value was 3.358. According to Guía editorial para la presentación de trabajos de validación de tests en Ciencias Sociales y de Salud, "it seems acceptable that Kurtosis could reach a value of 7" (Anales de Psicología, 2013, p. 9 ). This can result in an underestimation of the variance, but with a large sample (more than 200 cases) this risk is reduced (Tabachnick & Fidell, 2001) .
A Principal Axis Factoring with Equamax rotation was conducted. To estimate the number of non-trivial factors, the Parallel Analysis and the Scree Plot as stopping rules were utilized. As can be seen in Table 2 , the parameters suggest that the data were factorable: KMO is above .60, Bartlett's Sphericity is significant (p < .05) and the determinant is small and different from 0. Note: RS1 = random sample 1; MS = men sample; WM = women sample.
In all subsamples, the parallel analysis and the Scree Plot identified three latent factors for retention (see Table 3 and Figure 1 ). This solution explains 62.26% of the variance in MS, 63.25% in WS, and 61.43% in RS1. In all samples, EFA clearly points to a three-factor structure based on the source of support exactly with the same items per factor. The three factors obtained were named: Friend Support, Family Support, and Significant Others Support. Any solution of more than three factors is unsustainable from a theoretical point of view. In addition, the factor loadings decrease drastically and the items load on multiple factors without any plausible interpretation.
To sharpen the measurement efficacy and increase the overall variance accounted for VIDA, items with loadings were eliminated < .60 in all samples. Items R51 and R52 did not exceed the cutoff in RS1 and MS samples, so they were eliminated, also because there was no interest in items that can discriminate by gender. Due to space constraints, only the results for the RS1 are shown (Table 4 ). The factor loadings of the items are very similar in all samples.
Confirmatory Factor Analysis (CFA)
A CFA (Maximum Likelihood) with RS2 sample was conducted. The work was carried out. First, a standardized regression weight was used < .80 as a cutoff criterion to eliminate items, then the higher modification index for the covariance was taken into account (MIs > 100). Implementing the cutoff, the following items were retained: F23, F26, F27, F29, F36, F37, F39, A13, A19, A22, A23, A25, A26, A27, A28, A29, A30, A36, A37, A39, A40, A44, R55, R59, R60, R61, R62, R63, R64, R65, R78 y R80. Based on modification indices, four paths of covariance were then added among error terms for items F36-F37, A36-A37, R59-R62 and R78-R80. The three-factor model of the VIDA is depicted in Figure 2 . The final model fit was excellent. The CMIN / DF = 3.34 index is below the recommended 5, RMR = .014 is close to zero, the CFI = .97 clearly exceeds the recommended threshold of .90, RMSEA = .047 value is below the limit .5 recommended. All indices indicate a very good fit. It is our belief that the three-factor structure of the VIDA questionnaire has been fully confirmed. 
Cronbach's Alpha Coefficient for Internal Consistency and Reliability of VIDA
The Family scale (7 items) has a Cronbach's alpha of .94, the Friend scale (15 items) has a Cronbach's alpha of .97, and the Significant Other scale (10 items) has a Cronbach's alpha of .96. In Table 5 , the data are displayed item-by-item. As can be seen, all parameters are excellent; moreover, the removal of any item produces a decrement in total consistency. On the other hand, the Spearman-Brown split-half reliability was elevated, .93, .96, and .94, for Family, Friends and Significant Others respectively. Interscale correlations in testretest were very significant (p < .01): For Significant Others .52; for Friends .64; and for Family .65. The lowest (Significant Others) corresponded to a very large effect size, and the rest, a huge effect. 
Principal components analysis
Having verified the latent structure of VIDA, a principal component analysis (KMO = .97; Bartlett's test of Sphericity (496) = 33400.972, p < .000; Determinant of the matrix = 2.579, E-014) was performed on the entire sample (n = 1080) to check the total variance explained with items kept after the CFA (Table 6 ). The Parallel Analysis, the Scree Plot and the Kaiser´s rule, confirmed the three-factor solution that explained nearly 73% (72.65) of the variance. The lowest factor loading corresponds to the item with R65, with .769. Eighteen of the thirty-two items load > .80.
Convergent Validity
Next, the correlations of the VIDA survey with other measurements of SS such as, SASS, and the MSPSS will be shown. As it appears in Table 7 , all of the correlations are highly significant (p < .01). It also shows major agreement among scales of apparent equal content, i.e. among FamilyFamily, Friends-Friends and Significant Others-Significant Others. Friends-Friends it was over .70, and all the others, except Significant Others-Significant Others, correspond to an enormous effect size.
There were also slight correlations with SASS, which could be relevant if the intention of this survey is to be more of an objective measure of support, and VIDA as well as MSPSS measures of perceived support, SASS being the highest with VIDA-family, probably because SASS approaches the content with 3 of 6 items. In order to go deeper into the determination of the validity of VIDA, a correlational analysis was carried out with other variables related to SS. Correlations between VIDA and SF36, General Happiness Scale, and the SCL90 questionnaire were obtained. Due to limited space, only partial data of the above is provided in Table 8 . Most are very significant (< .01) or significant (< .05). Very few were not significant.
It stands out that such as it is described in the literature in respect, all of the correlations that measure variables of health, happiness and quality of life correlate positively with VIDA and all the correlations that measure symptoms of illness correlate inversely with VIDA (Ayala et al., 2012; Calvo & Díaz, 2004; Domínguez et al., 2011; Martínez-Pérez & Osca, 2002; Wongpakaran, Wongpakaran, & Ruktrakul, 2011) . It has also been observed moreover, that they are of a smaller magnitude than those that present VIDA with other anales de psicología, 2017, vol. 33, nº 1 (january) measurements of SS, which correctly expresses the difference in magnitude among equal measurements (effect sizes from medium to very large) and measurements of related constructs (effect sizes from small to medium). These results reinforce the indices of convergent validity of the presented instrument. 
Content Validity
The three scales of VIDA were reviewed by a panel of 6 experts (clinical psychologists with 10 or more years of clinical experience) who evaluated the relevance of each item and classifying it as essential, useful but not essential, and not essential. Afterwards the index of content validity was determined (ICV) for the VIDA according to the Tristan-Lopez variant (2008 ) of the Lawshe model (1975 , which considers acceptable (essential or useful) those items whose CVR (Content Validity Ratio) is equal to or greater than .58. All of the items were considered acceptable (essential or useful), obtaining an ICV of .96 for Friends, 1 for Family and .96 for Significant Others.
Readability Analysis
The three scales of VIDA underwent a readability analysis to evaluate the difficulty of the reading and the comprehensibility of the texts. The Flesch-Szigriszt index score was 60.54 (normal difficulty) for Friends, 57.60 for Family (normal difficulty) and 73.95 (quite easy) for Significant Others. The cut off that marks the limit between what is and what is not accessible to the average citizen is 55. The VIDA is therefore accessible to a population with average reading skills.
Normative data
The following Tables (9 and 10) show the descriptive statistics for the entire questionnaire, and separately for males and females as well as the respective scales for the three samples. In no case were there top or bottom effects.
Discussion and conclusions
Considerable evidence was gathered supporting the construct and the internal consistency of VIDA by: (a) replicating the three-factor structure in all the samples in EFA and items demonstrating robust (i.e., factor loadings equal to or above .60) and clean (i.e., did not cross-load at the .315 level or higher) factor loadings; (b) verifying a very good fit of the three-factor model in CFA, (c) obtaining excellent outcomes of internal consistency (.94 or more), and; (d) the wellestablished three-factor solution explaining nearly 73% of the total variance. The final 32 items of the VIDA questionnaire are obtained from a strict filter of a previous wide pool, which without a doubt contributed to its good psychometric characteristics The first factor, labelled Friends Support, consists of 15 items, and represents emotional and informational supportive resources, such as obtaining understanding, feeling loved, having companionship or getting advice. The second factor, labelled Family Support, consists of seven items especially centered on how the family provides support when problems arise. Finally, the third factor, called Significant Others, consists of ten items and focuses more on the ability to express and share problems, fears and intimate issues. However, tangible or instrumental support (e.g., financial assistance) has been left out of the VIDA questionnaire. Almost all items related to such support were eliminated in the early stages of analysis due to low factor loading. The same occurred with the items intended to objectify and quantify support mentioning amount or frequency. VIDA can therefore be considered as just a measurement of perceived social support. A hypothesis was made that an assessment contextualized in a stressful situa-anales de psicología, 2017, vol. 33, nº 1 (january) tion may give rise to different results. It is therefore necessary to investigate the behaviour of these items under actual stress, when the need for support is present and is not just a projection.
VIDA, as far as can be seen, is the first validated original measure of SS in a large Spanish sample. Only the work of Ayala et al. (2012) had such a high number of participants (1106), but they were 60 years old or older. But despite our sample size, it must be considered that their extraction was not random. It should also be considered that the population of Undergraduate Students (university studies of three years or more) is over-represented in our sample, with 56.3%, while, according to the most recent census available, Spain has only a 15% population of individuals with 3 years or more of university studies (INE, 2013) . Future research should improve this.
Internal consistency and Split-half reliability data were very good, and although the values of the test-retest were lower, It should be taken into account that the interval used was long (30-45 days), and that perceived support as a functional measure is expected to have a lower temporal stability.
The convergence with other measurements of social support and other related constructs in line with the consulted literature (Ayala et al., 2012; Calvo & Díaz, 2004; Domínguez et al., 2011; Martínez-Pérez & Osca, 2002; Uchino, 2004; Uchino et al., 2012; Wongpakaran et al., 2011) , is evident, in addition to their differential behaviour (higher correlations among measurements of equal construct, lower among related constructs) which provide important indices of convergent validity.
Comparing VIDA with other adapted questionnaires, again only the work of Ayala et al., (2012) obtained a percentage of explained variance as high as ours (73.8%), and just one factor obtained a consistency level as high as those obtained in VIDA, and that was 0.95 in the Confidant Support scale (Ayala et al., 2012) . Overall, the factor loadings are the highest compared to other questionnaires (Arechebala & Miranda, 2002; Ayala et al., 2012; Bellón et al., 1996b; Calvo & Alemán, 2006; Calvo & Díaz, 2004; Costa et al., 2007; Landeta & Calvete, 2002; Londoño et al., 2012; Piña et al., 2007; Rodríguez & Enrique, 2007) . Comparing model fit, based on reports that provide this data (Arechebala & Miranda, 2002; Ayala et al., 2012; Landeta & Calvete, 2002; Londoño et al., 2012) The limitations and possibilities for improvement of this study comprise the following comments: Sampling was incidental, which therefore limits its representativeness and generalizability of results is limited; it would be interesting to go deeper into validity using multitrait-multimethod matrix results; and finally, it is proposed to apply VIDA questionnaire in health and illness field and other specific samples (e.g. geriatric samples, other Spanish speaking cultural contexts, etc.).
Taken together, the parameters of validity, reliability and consistency of VIDA show a better profile than the rest of the reviewed questionnaires. It is thought to significantly improve the current landscape of SS questionnaires in Spanish.
Finally, according to the results of the investigation, SS can be defined as the amount of available support perceived by an individual, regardless of its function (emotional, informational, etc.) , characterized by the presence of affect, and differing only in its source (family, friends, and other relevant persons).
